One important aspect of the child health clinic's work is to help parents with medical, developmental, and behavioural problems for which they do not receive help elsewhere. However, the extent to which clinics provide health care varies considerably throughout the country.
Many remediable conditions can be detected by regular surveillance of young children'1 2 but the problem is how best to give such service. The low rate of attendance at many child health clinics suggests that existing services do not always meet the needs of parents and children. There is some evidence that families most in need of help do not use the facilities.3 4 Clinic usage is highest in the first year of life, and then decreases after age 2 years. The National Child Development Study found that three-quarters of children <1-year old were taken to a clinic but subsequently only half of them continued to attend.5 In the Borough of Westminster 77% of 6-week-old babies had developmental examinations but only 52 % of them had such examinations at 2 years, and 44% at 41 years.6 With a few notable exceptions,7 clinics run by general practitioners (GPs) do not have higher attendance rates than clinics run by area health authorities. Fifty-nine per cent of children attended for developmental screening at a health centre in Glasgow and 73 % in West Lothian.4 8 This attendance pattern is a legacy of the traditional role of infant welfare centres which originated at the beginning of this century as milk depots and were for a long time primarily concerned with infant feeding.9 It is unfortunate that many 2-to 5-yearold children do not receive check-ups for problemssuch as speech and language, and behaviour-that are present in this age group and may predict later difficulties at school.
One important aspect of the child health clinic's work is to help parents with medical, developmental, and behavioural problems for which they do not receive help elsewhere. However, the extent to which clinics provide health care varies considerably throughout the country.
The only certain solution is to seek out families who need help as part of a determined effort to cover the entire population. We describe an attempt to provide an ideal service for preschool children in two areas of London and we identify the features which contribute to the success of such a scheme.
Study populations
The Thomas Coram Research Unit has been carrying out a longitudinal study of the health, development, and behaviour of preschool children in two areas of London-in north Westminster and south Camden. The study began in 1974 in Camden and in 1975 in Westminster. In each area the study population comprised about 200 families with children under 5, representing the case load of one health visitor. All the families were initially identified by house-to-house visits and some were discovered who had not been known to the clinic. The survey was repeated at intervals during the study period to check on which families had moved into or out of the area. Newcomers to the area were included in the study but those who moved out were not followed up. 
Attendance for routine examinations
In both areas 97-100% of children attended for routine examinations at the various ages specified (Table 1) . Of 1900 examinations only 2 were carried out in the child's home. Only one mother persistently refused to bring her child to the clinic or be seen by the doctor at home but the health visitor continued to keep in contact. The 2-3 % of children who missed an examination at one age were seen at the next age unless they had moved from the area.
The children were seen close to the specified age in both Camden and Westminster. For example, the mean age of Camden children at the time of the 1-year check was 1*002 years with a standard deviation of 5j weeks.
In Camden we looked at attendance rates of children who were known to the clinic before the study began and found rates then had been much lower. Seventy per cent of children had had examinations at 6 weeks, 58% at 1 year, 49% at 2 years, 47 % at 3 years, and 38 % at 4Jf years.
This comparison was not possible in Westminster as that centre was new.
Clinic visits between routine examinations
Most mothers used the clinic between routine visits; indeed the majority of visits were not routine In Camden the number of non-routine visits was lower before the study began. Mothers came an average of 6 times in the first year, once in the second year, and less than once in the third year.
There was no appreciable social class variation in the number of clinic visits during the first year. Neither was there any social class difference between the mothers who were bad attenders and those who were good attenders. Some mothers were extremely good attenders and came more than 30 times during the first year. Half these mothers had considerable social, housing, or marital problems often associated with depression and anxiety, or with difficulties in coping with their babies. The other mothers appeared to have no particular social disadvantage and seemed to be managing well. Such mothers came to the clinic for social contact and to gain reassurance by discussing their children's progress with the health visitor.
Visits to clinic doctor between routine examination
In Camden the majority of mothers saw the clinic doctor (as well as the health visitor) during the first year, and about 60 % of them saw him between ages 1-2 and 2-3 years. In Westminster about half the mothers saw the doctor in the first year, and one-third of them saw him between ages 1-2 years and 2-3 years.
The greater use of the clinic doctor in Camden may reflect the high proportion of middle-class mothers who tend to demand a doctor's opinion in addition to the health visitor's advice. Also, in Camden the doctor saw each child before immunisation whereas this was not the practice in Westminster.
Reasons for clinic visits We wanted to know the kind of problems with 
Topics discussed in the clinic
Mothers sought advice most often about their children's illnesses and their eating, sleeping, and toileting; about one-third of mothers remembered discussing such topics in the previous year (Table 3) . Developmental problems, speech and hearing, behaviour, housing, preschool provision, and mother's mental state were each discussed by about 15% of mothers with some variation between the two areas. More Westminster mothers discussed housing problems, reflecting the poor housing conditions. More Westminster mothers said they group.bmj.com on March 31, 2017 -Published by http://adc.bmj.com/ Downloaded from had discussed psychiatric problems although the social interviewers found that maternal distress in the two areas was similar.
About three-quarters of the mothers said they had been satisfied with advice and help given. The remaining mothers were uncertain whether they had been satisfied, and only 7 % said they were dissatisfied.
Reasons for consulting the clinic doctor. Routine examinations were the reason for consultation only in about one-third of children and even on these occasions mothers had sought advice on a wide variety of problems (Table 4 ). Over 40 % had sought advice on medical conditions, particularly respiratory or skin disorders. The respiratory illnesses included upper respiratory tract infections, bronchitis, and wheezing. Some parents had already consulted their GPs but were still anxious and came to the clinic for a further examination. Others came to the clinic doctor first and many sought reassurance-for example, about a chesty cough. Some children were referred to the GP for treatment but in most cases examination of the child and discussion with the parent about the natural history of illnesses-such as upper respiratory tract infection-and advice about simple treatment prevented the need for a visit by the GP.
One-third of mothers who had brought their children to the clinic because of illness said they would have liked the clinic doctor to have been able to prescribe medicines although in most cases this did Six per cent of children were brought to the clinic doctor because of behavioural problems-most commonly for night waking. The incidence of behavioural problems was higher than this figure suggests and such problems were discussed at each routine visit. 10 The number of mothers who consulted the doctor about psychiatric problems is not a true indication of the extent of such problems. Some mothers experienced depression or anxiety which affected their perception and handling of their children's difficulties. However, we felt that though a mother might be depressed, a sore throat or fever in the child was often a genuine medical reason for visiting the clinic. Although the mother's mental state might not be discussed on each occasion the fact that she readily visited the clinic with her sick child meant that the doctor was in touch with her and could intervene if appropriate.
It seems clear that mothers regarded the clinic as a source of advice on many health and social welfare problems. We know from looking at the use of other services that few mothers had consulted GPs or hospitals about developmental or behavioural problems."1 The clinics therefore were providing a service which parents did not receive elsewhere.
Immunisations
We looked at the immunisation status of all the children currently in the two experimental areas. Among children aged <2 years old in the Westminster area who were old enough to start the course, 97% had started immunisations. Two children who had not started had recently moved into the area. Eighty-six per cent of children aged between 18 and 24 months and 99% of those aged between 2 and 5 years had completed their primary courses of diphtheria, tetanus ± pertussis, and polio vaccine. In Camden 96 % of children aged 3 months to 2 years had begun immunisation; 3 children who had not started were only 3 or 4 months' old.
These high immunisation rates correspond with the level of attendance for developmental surveillance and are much higher than in other areas. For example, the overall figure for immunisation in Newham was reported as 70% in 1976. 12 Interestingly, there are differences in the proportion of children receiving pertussis immunisation between the two areas. In Westminster two-thirds of children aged >1 year received triple vaccine, and one-third diphtheria and tetanus only, compared with Camden where one-third of children >1 year had triple vaccine and two-thirds diphtheria and tetanus. Recently more children have been having pertussis vaccine as a result of a rising number of cases of whooping cough.
Among babies aged <1 year 90% in Westminster and 65% in Camden are receiving triple vaccine. There is evidence therefore that the Camden mothers were either more aware of or had a greater response to the 'scare' about the dangers of pertussis vaccine and are now beginning to want the triple vaccine again.
Implications for services
The attendance rates given here are considerably higher than reported elsewhere and demonstrate that it is possible to achieve almost complete coverage even in a densely populated inner city area. Not only does this ensure that children receive such care but it has the added benefit of providing comprehensive coverage of preventive health care-such as immunisations.
Unlike France, where payment of family allowance is linked with attendance for regular medical examination, our experience shows that parents can be attracted towards services without financial incentive.
Contrary Clinic doctor. Most mothers will come to the clinic for a medical check especially if visited by the health visitor first. But she will return on the next occasion only if she feels the visit was worthwhile. Once a mother is disappointed she may not come again, therefore medical staff must be well qualified and experienced with mothers and children. As far as possible she must be able to see the same doctor at each visit as lack of continuity leads to dissatisfaction and lack of use of health services.
Many clinical medical officers have not had additional paediatric training before joining the community health service and are not equipped to tackle the range of problems (Table 4 
